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Preface

THIS MANUAL CONTAINS the information needed to use version
1.0 of the Outpatient Code Editor (OCE) with Ambulatory. Payment
Classification (APC) software in a Windows environment on a
personal computer. The software edits outpatient records and assigns
APCs for Medicare’s outpatient prospective payment system (OPPS).

Any page in this manual that is updated after you receive the software
and before the next release, is printed on yellow paper. The updated
content is identified by a solid black change bar in the margin.

The technical writing department is always interested in hearing from
you. Please mail any comments on our documentation to the address
shown on page ii.
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Chapter 1

Product background

Introduction

This version of Outpatient Code Editor with Ambulatory Payment
Classification (OCE/APC) software was developed for the implemen-
tation of the Medicare outpatient prospective payment system (OPPS).
The Omnibus Budget Reconciliation Act (OBRA) of 1986 called for
the development of a prospective payment system for outpatient care.
OBRA also required hospitals to use the HCFA Common Procedure
Coding System (HCPCS) when billing for outpatient services. HCPCS
incorporates the following types of codes:

e Level 1 - The American Medical Association’s Physicians’ Cur-
rent Procedural Terminology (CPT)

+ Level 2 - National codes developed by HCFA

+ Level 3 - Local codes assigned and maintained by individual state
Medicare carriers

The 1997 Balanced Budget Act mandated that HCFA implement
OPPS, effective January 1, 1999. After a delay due to year 2000 issues,
HCFA released the proposed OPPS rules using the Ambulatory Pay-
ment Classification (APC) system in the September 8, 1998 Federal
Register. The comment period on this regulation was extended several
times with the APC correction notice published in the June 30, 1999
Federal Register. On November 29,1999, President Clinton signed
into law the final budget bill for fiscal year 2000. Included in that bill
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were items that modified the provisions of OPPS originally published
in September of 1998.

The OPPS developed by HCFA is the outpatient equivalent of the
inpatient DRG based PPS. The basic unit of payment in the inpatient
PPS is a hospital admission while the basic unit of payment in the
OPPS is an outpatient visit.

An outpatient visit is defined as the set of services provided to a patient
on the same date of service by the same provider. The visit could rep-
resent one or more procedures, a medical evaluation, or ancillary
services, such as a chest x-ray or lab test.

Like the inpatient system based on Diagnosis Related Groups (DRGs),
each APC has a pre-established prospective payment amount associ-
ated with it. However, unlike the inpatient system that assigns a patient
to a single DRG, multiple APCs can be assigned to one outpatient
record. If a patient has multiple outpatient services during a single
visit, the total payment for the visit is computed as the sum of the indi-
vidual payments for each service.

Certain services (e.g., physical therapy, diagnostic clinical laboratory)
are excluded from Medicare’s prospective payment system for hospi-
tal outpatient departments. These services are exceptions paid under
fee schedules and other prospectively determined rates.

The official implementation date for APCs and OPPS is July 1, 2000.
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Product definition

Changes in the software

Codirig for APCs

The OCE/APC software combines editing logic with the new APC
assignment program designed to meet the mandated OPPS implemen-
tation. The software performs the following functions when
processing a claim:

Edits a claim for accuracy of submitted data

Assigns APCs

Assigns HCFA-designated service indicators

Assigns payment indicators

Computes discounts, if applicable

Determines the disposition of a claim based on generated edits
Determines if packaging is applicable

Determines payment adjustment, if applicable

® ¢ & 0 ¢ ¢ o 0

Prior to this release, the software focused solely on editing claims

‘without specifying any action to take when an edit occurred. It also

didn’t compute any information for payment purposes.

While the software has maintained the editing logic of previous ver-
sions, assignment of APC numbers for services has been added to meet
Medicare’s mandated OPPS implementation. The revised program
indicates what actions to take when an edit occurs, and the reason(s)
why the actions are necessary. For example, an edit can cause a line
item to be denied payment while still allowing the claim to be pro-
cessed for payment. In this case, the line item can not be resubmitted
but can be appf.-aled.Jr

A major change is the processing of claims with service dates that span
more than one day. Each claim is represented by a collection of data,
consisting of all necessary demographic (header) data, plus all services
provided (line items). It is the user’s responsibility to organize all
applicable services into a single claim record and pass them as a
unit to the software. The software can accept up to 99 line items per
claim. Line items are ordered by date of service.

Diagnoses are coded in ICD-9-CM classification; procedures are
coded in HCPCS classification.

+ Dispositions are explained later in this chapter and in chapter 3.

Introduction 1.5



Program input

Edit dispositions

The following data elements must be included on a patient record to

successfully be processed by the program: -

Table 1-1 Data elements

Data element UB-92 form
locator
Type of bill 4
Statement covers period, from and tﬁrough dates 6
Birth date 14
Sex 15
Condition codes 24-30
HCPCS/CPT procedure code(s) and modifier(s) 44
Service date 45
Revenue code 42
Service units 46
Charge 47
Medicare provider number (NPI or OSCAR) 51
ICD-9-CM diagnosis code(s) ‘ 67-75

Occurrence of an edit can result in one of six dispositions that act at
either the line or the claim level. For example, an edit can cause a line
item rejection or return the claim to the provider (RTP). A single claim
can have one or more edits across all types of edit dispositions. Edit

. dispositions are described in more detail in chapter 3.

Note: Because OPPS implementation is new, some edits have a RTP
disposition to give providers time to adapt to the new system. In sub-
sequent releases, dispositions associated with these edits may be

changed (e.g., to a line item denial).

In addition to individual dispositions, there is a claim disposition to
summarize the overall status of the claim. For example, a claim can be
paid with a line item denied or rejected, or the entire claim can be
denied payment. Claim dispositions are described in more detail in

chapter 3.
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Multiple day claims

Edits

* The span of time represented by a claim is determined by the From and

Through dates on the UB-92. The software subdivides the claim into
separate days in order to determine discounting and multiple visits on
the same calendar day.

For emergency room and observation claims, all services on the claim
are treated as the same day of service, even if the claim spans more
than one day. For all other claims, the line items on the claim are sub-
divided into separate days based on the calendar day of the line item
service date.

If the From and Through dates span the effective date ranges for two

program versions, the From date will determine which version to use
for processing.

The edits in the software are listed below and described in more detail

" in a later chapter.

Invalid diagnosis

Diagnosis and age conflict

Diagnosis and sex conflict

(Not used at present.)

E-code as reason for visit

Invalid procedure code

Procedure and age conflict [Currently not used]

. Procedure and sex conflict

el A R

Non-covered service

. Non-covered service submitted for verification of denial (condi-
tion code 21)

—
o

- 11. Non-covered service submitted for FI review (condition code 20)

12. Questionable covered service

13. Additional payment for services not provided by Medicare
14. Code indicates a site of service not included in OPPS

15. Service unit out of range for procedure |

16. Multiple bilateral procedures without modifier 50

17. Inappropriate specification of bilateral procedure

18. Inpatient procedure

19. Mutually exclusive procedure that is not allowed even if appro-
priate modifier is present

20. Component of a comprehensive procedure that is not allowed
even if appropriate modifier is present
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21.
22.
23.
24,
25.
26.

27.
28.

29.
30.
31.
32.
33.
34.
35.
36.
37.
38.
39.

40.

41,
42.

Medical visit on same day as a type T or S procedure without
modifier 25

Invalid modifier

Invalid date

Date out of OCE range

Invalid age

Invalid sex

Only incidental services reported

Code not recognized by Medicare; alternate code for same ser-
vice available

Partial hospitalization service for non-mental health diagnosis
Insufficient services on day of partial hospitalization
Partial hospitalization on same day as ECT or type T procedure

Partial hospitalization claim spans 3 or less days with insufficient
services, or ECT or significant prdcedure on at least one of the
days

Partial hospitalization claim spans more than 3 days with insuf-
ficient number of days having mental health services

Partial hospitalization claim spans more than 3 days with insuf-
ficient number of days meeting partial hospitalization criteria

Only activity therapy and/or occupational therapy services pro-
vided '

Extensive mental health services provided on day of ECT or sig-
nificant procedure

Terminated bilateral procedure or terminated procedure with
units greater than one

Inconsistency between implanted device and implantation proce-
dure

Mutually exclusive procedure that would be allowed if appropri-
ate modifier were present

Component of a comprehensive procedure that would be allowed
if appropriate modifier were present '

Invalid revenue code

Multiple medical visits on same day with same revenue code
without condition code GO
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Information on APCs

Significant procedure‘APC

Medical visit APC

To better understand the OCE/APC product, this section provides gen-

- eral information on the APC system.

+ Each HCPCS code that represents a service paid under OPPS is
assigned to an APC. Other services are identified by a service indi-
cator representing the method of payment.

¢ Only HCPCS levels 1 and 2 codes are used when assigning APCs.

+ APCs are applied in the full range of ambulatory settings, includ-
ing same day surgery, hospital ER, and outpatient clinics.

+  The three major types of APCs are:

— Significant procedure
— Medical visit
— Ancillary service

In addition, there are APCs for drugs and biologicals, new devices,
and partial hospitalization.

+ Currently, there are 668 APCs.}

This APC is assigned when a procedure constitutes the reason for the
visit, and dominates the time and resources expended during the visit
(e.g., excision of a skin lesion).

In general, surgical APCs are specified by the T service indicator. The
service indicator for non-surgical significant procedures is S.

This APC is assigned when a patient receives medical treatment, and
is defined by the Evaluation & Management (E&M) code that
describes the site and level of service.

HCPCS codes used to assign medical APCs are specified by the V ser-
vice indicator.

1 See appendix B for a complete list of APCs.
¥ See page 3.5 for a description of service indicators.
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Ancillary service APC

Payment information

This APC is assigned for both ancillary tests (i.e., a test ordered by the
primary physician to assist in diagnosis and treatment, such as an
x-ray) and ancillary procedures (i.e., a procedure that increases but
does not dominate the time and resources expanded during a visit, such
as an immunization).

HCPCS codes used in assigning anc1llary APC:s are specified by the X
service indicator.

Packaging

APC assignment involves codes being examined together as a group,
providing payers and providers with acommon language and allowing
meaningful comparative analyses. The system used for payment is
deﬁned separately.

coding input —| Classification | — | Payment system | — payment

After APC group assignment, APC reimbursement is calculated using
APC weights, a base rate, and payment policies. The APC weights are
assigned by HCFA and represent the relative effort required to per-
form the specific procedure. The base rate is a dollar value that
converts the relative weight to a reimbursement amount.

To help understand the way OPPS reimbursement is arrived at, this
section will explain some of the basic rules and policies mandated for

7 OPPS using APCs.

Ancillary packaging is the inclusion of certain ancillary services per-
formed as part of a visit, into the APC payment rate for a significant
procedure or medical visit. APCs do not include extensive packaging;
therefore the payment for only those services integral to the delivery
of the procedure or medical visit will be packaged for the visit.

In addition to facility charges, services, such as anesthesia and minor
incidental services, are packaged into the payment. A facility will not
receive additional reimbursement for these services.

Packaged services are specified by the N service indicator.
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Discounting

NCCI

Fee schedule

Service indicators

Modifiers

When multiple significant procedures are performed, or when the
same service is performed multiple times, a discount may be applied.
Multiple procedures done during the same operative session that will
be discounted are specified by the T service indicator. Procedure APCs
not subject to discounting are specified by the S service indicator.

The full payment amount is paid for the surgical procedure with the
highest weight, and 50% of the payment amount is paid for other sur-
gical procedures performed during the same visit. A T procedure
terminated prior to anesthesia (modifier 73) is reimbursed at a dis-
counted rate.

National Correct Coding Initiative (NCCI) edits were developed by
HCFA and are used to check for pairs of codes that should not be billed
together for the same patient on the same day.

Some code pairs represent mutually exclusive procedures. Others rep-
resent comprehensive procedures and component parts of these same
procedures. Some codes represent a comprehensive procedure that can
be made up of several component parts. Only the comprehensive pro-
cedure should be submitted on the claim for reimbursement. For
example, if a diagnostic arthroscopy is submitted with a surgical
arthroscopy, the NCCI would omit the diagnostic arthroscopy for
reimbursement purposes.

NCCI edits are updated on a quarterly schedule. Certain services cur-
rently paid for are not assigned to an APC, but will continue to be paid
according to a fee schedule. Services paid by fee schedule include, but
are not limited to, ambulance, diagnostic clinical laboratory, occupa-
tional therapy, and durable medical equipment (DME).

Medicare has assigned each HCPCS/CPT code a letter that signifies
whether Medicare will reimburse the service and how it will be reim-
bursed. The indicator also helps in determining whether policy rules,
such as packaging and discounting, apply.

The significance of modifiers increases in coding under OPPS. Modi-
fiers add clarification and specificity to procedures and are edited in
the software. Failure to use them or use of an incorrect modifier may
adversely affect the payment decision for some outpatient services.
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Same day medical and
procedure APC

Same day multiple E&M codes

Rehabilitation, home health,
and hospice care

Significant procedure visits and medical visits will not usually occur
on the same day. However, if a medical visit identified by an E&M
code with modifier 25 occurs on the same date as a significant proce-
dure, an additional payment will be made. Modifier 25 indicates that a
medical visit was unrelated to any procedure with a T or S service indi-
cator. When an E&M code does not have a modifier of 25, that line
item will be denied payment.

‘When multiple E&M codes occur on the same day on a claim and the
revenue center is different for each code, a medical APC is assigned to
each line item. ‘

When multiple medical visits occur on the same day with the same
revenue center, condition code GO is required to indicate that these vis-
its were distinct and constituted independent visits (e.g., two visits to
the ER for chest pain), and that a medical APC should be assigned to
each line.

For comprehensive outpatient rehabilitation facilities, home health
services, and hospice care, some services are paid under OPPS. For
example, services unrelated to terminal care that are rendered in a hos-
pital outpatient department (HOPD) to a hospice patient, are paid.
Additionally, antigens, splints, and casts unrelated to the terminal ill-
ness and provided to a hospice patient, are paid under OPPS when they
are provided at a site other than an HOPD and identified by condition
code 07. '

1.12 OCE with APC Software



Chapter 2

Data entry



2.2 OCE with APC Software



Chapter 2

Data entry

TO ACCESS THE OCE/APC SOFTWARE, follow these steps:

On the Start menu, point to Programs, and then click Outpatient
Code Editor with Ambulatory Payment Classification Software.

The OCE’s splash screen appears, followed by the Outpatient Code
Editor with Ambulatory Payment Classification Software window.

Enter data on the Outpatient Code Editor with Ambulatory Pay-
ment Classification Software window.

All fields, menu items, command buttons, and error messages are
explained in this chapter.
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Input window .

Figure 2-1 Outpatient Code Editor with Ambulatory Payment Classification Software input window

2.4 OCE with APC Software



Data entry fields  Table 2-1 provides data entry information.

Table 2-1 Data entry fields

Field name Length Description
Patient name 31 The patient’s name.
Medical record number 17 The patient’s medical record number.
Date of service: From 10 Beginning date of patient’s service. Must be in the format,
mm/dd/yyyy.

This field is required (used for code validation).

The date cannot be prior to July 1, 2000.

Date of service: Through 10 End date of patient’s service. Must be in the format,
mmv/dd/yyyy.

This field is required.
The date cannot be prior to July 1, 2000.

Birth date 10 The patient’s birth date. Must be in the format, mm/dd/yyyy.
This field is used for age calculation.
The date must be after 01/02/1849.

Age in years 3 The patient’s age in years.
Valid values: 0 - 124

Calculated age (From date minus Birth date) takes prece-
dence over entered age. :

Sex 1 The patient’s sex.

Select a value from the drop-down list of acceptable values.

Condition codes 2 Code(s) used to identify conditions relating to the bill that
may affect payer processing (UB-92 form locator 24-30).
You can enter a maximum of seven condition codes. (The
software converts lower case letters to upper case.)

Type of bill 3 A code indicating the specific type of bill: inpatient, outpa-
tient, adjustments, voids, etc. (UB-92 form locator 4).

NPI Medicare provider 13 National Provider Identifier Medicare provider number.

number

OSCAR Medicare provider | 6 OSCAR Medicare provider number.

number
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Table 2-1 Data entry fields (Continued)

Field name

Length

Description

Codes: Diagnosis/Procedure

Click the Diagnosis radio button to enter a diagnosis code.
Click the Procedures radio button to enter a procedure code.

Code

Enter the diagnosis or procedure code. (Do not enter decimal
points. The software converts lower case letters to upper
case.) The English description for the code will appear in the
text box to the right of this field.

Valid entries for diagnosis codes: 6-character ICD-9-CM
codes, the system accepts a maximum of 15 diagnoses.

Valid entries for procedure codes: 5-character CPT/HCPCS
codes, the system accepts a maximum of 99 procedures.

Important: After entering a code, you must click the Add
code (or Add PDX) button to add the code to the record.

Modifiers

Enter a maximum of five modifiers; each modifier must be
two characters long. (The software converts lower case let-
ters to upper case.)

This field is only enabled when you are entering a procedure.

Revenue code

Code that identifies a specific accommodation, ancillary ser-
vice, or billing calculation (UB-92 form locator 42). One rev-
enue code is required for each line item.

This field is only enabled when you are entering a procedure.

Units of service

A quantitative measure of services rendered, to or for the pa-
tient, by revenue category. It includes items such as number
of accommodation days, miles, pints of blood, renal dialysis
treatments (UB-92 form locator 46).

Valid values: 0-9999999

This field is only enabled when you are entering a procedure.

Charges

10

Charges related to the revenue code for the current billing pe-
riod as entered in the Statement Covers period (UB-92 form
locator 47).

This field is only enabled when you are entering a procedure.

Service date

10

Date that the procedure was performed. Must be in the format,
mm/dd/yyyy.

This field is only enabled when you are entering a procedure.
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Table 2-1 Data entry fields (Continued)

Field name

Length

Description

Action flag

2 External line item denial. Line item is denied even if no

Indicates to a payment program that a line item rejection or
denial should be ignored or added.

Select a value (0 - 3) from the drop-down list of values:
0 OCE line item denial or rejection is not ignored

1 OCE line item denial or rejection is ignored

OCE edits ‘ ‘
3 Extemnal line item rejection. Line item is rejected even if
no OCE edits

This field is only enabled when you are entering a procedure.

Diagnoses

A display-ohly list of the diagnoses entered for the current
patient record. You can delete a diagnosis from this list by se-
lecting it and then clicking Delete row on the Edit menu.

Procedures

A display-only list of the procedures (and related information)
entered for the current patient record. You can delete a pro-
cedure from this list by selecting it and then clicking Delete
row on the Edit menu.

Command buttons

Table 2-2 explains the function of the command buttons on the input
window.,

" Table 2-2 Command bpttons

Button Function

Add code Adds the currently displayed diagnosis or proce-

dure code to the patient’s record. The code will
appear in the Diagnoses or Procedures list at the
bottom of the window, as appropriate.

Add PDX Adds the currently displayed diagnosis code to

the PDX field in the Diagnoses list at the bottom
of the window.

Clear Clears the Code field and the code description
that appears next to it. (For procedures, it also
clears the Modifiers, Revenue code, Units of
service, Charges, Service date, and Action flag.)

Report Displays a pre-formatted output report that can

be printed or saved. (See the next chapter for
-more information about the output report.)
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Menu items

Table 2-3 summarizes the menu items available from the input

window.

Table 2-3 Menu items

Menu Item Function
File New Displays a new window, cleared
of all previously entered informa-
tion.
Exit Exits the program.
Edit Cut Removes the selected text and
- moves it to the clipboard.
Copy Copies the selected text and
moves it to the clipboard.
Paste Inserts the clipboard’s contents at
the insertion point.
Delete row Deletes the diagnosis or procedure
(and all the information in the pro-
cedure’s row) that you selected.
Help About Displays the About box.
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Error messages

To help ensure the entry of accurate information, the program auto-
matically performs data entry checks, such as for a month entered as
14, or an age entered as -2. When an error is detected, an error message

appears in a message box. Click OK to close the message box.

Table 2-4 describes the messages that can occur during data entry.

. Table 2-4  Error messages

Message

Message Occurs When

Birth date cannot be after From date

The date in the Birth date field is after the date in the From
date field. ‘

Birth date cannot be after today's date.

The date in the date field is after the system (today’s) date.

Birth date is invalid. Dates must be
entered in this format: mm/dd/yyyy.

The date is prior to 01/03/1849, or the value entered for mm,
dd or yyyy is not in the valid range for mm, dd or yyyy.

Charges are invalid. Charges must be
between 0 and 9999.99.

" Occurs when the Charges are invalid.

From date cannot be after Through date

The date in the From date field is after the Through date.

From date cannot be after today's date.

The date in the date field is after the system (today’s) date.

From date cannot precede Birth date.

The date in the From date field precedes the Birth date.

From date cannot precede 07/01/2000.

The date in the date field is prior to 07/01/2000.

From date is invalid. Dates must be
entered in this format: mm/dd/yyyy.

The value entered for mm, dd or yyyy is not in the valid

range for mm, dd or yyyy.

Invalid age. Age in years must be
between O and 124.

Entered age or calculated age exceeds 124 years.

Revenue code is a required field. Please
enter a revenue code.

The user attempts to add a procedure to the patient record
without first entering a revenue code.

Service date is a required field. Please
enter a service date.

The user attempts to add a procedure to the patient record
without first entering a service date.

Service date must be within the range of
the From and Through dates.

The date in the Service date field is not within the range of
the From and Through dates.

The maximum number of diagnosis
codes is 15. ‘

The user attempts to add a 16th diagnosis code.
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Table 2-4  Error messages (Continued)

Message

Message dccurs When

The maximum number of procedure
codes is 99.

The user attempts to add a 100th procedure code.

Through date cannot be after today's
date.

The date in the Through date field is after the system

(today’s) date.

Through date cannot precede Birth date.

The date in the Through date field is prior to the Birth date.

Through date cannot precede From date

The date in the Through date field is prior to the From date.

Through date cannot precede 07/01/2000.

The date in the Through date field is prior to 07/01/2000.

Through date is invalid. Dates must be
entered in this format: mm/dd/yyyy.

The value entered for mm, dd or yyyy is not in the valid
range for mm, dd or yyyy.

Units of service are invalid. Units of ser-
vice must be between 0 and 9999999,

Occurs when the Units of service are invalid.
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Chapter 3

Data output

AFTER ENTERING PATIENT DATA on the Outpatient Code Edi-
tor with Ambulatory Payment Classification Software window, click

Report to display the output report window.

A sample output report is shown on the following page.
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Outpatient Code Editor with ambulatory Payment Classification Software v1.0

Patient name: 123456789012345678%012345678501

Medical record number: 12345678901234567

Dates of service: From: 07/01/2000 Through: 07/01/2000

Birth date: 02/14/1955 Age in years: 45 Sex: 1 Male
Type of bill: xxx . Condition codes: xXx XX XX XX XX XX XX
NPI provider number: (0123456789123 OSCAR provider number: 123456

Principal Diagnosis
123456 Description goes here
Edit: 02 Return to provider

Secondary Diagnoses
00005 Description goes here
Edit: 04 Suspend

Procedures
01234 Description goes here
Modifiers: 11 50 72 09 53 Revenue code: 32x

Units of service: 1234567 Charges: 1500.00 Date: 07/01/2000
Action flag: 1 Service indicator: S Pay indicator: 1
HCPCS APC: 00218 Payment APC: 00222

Edit: 08 Return to provider
Edit: 22 Return to provider (Modifier 1)
Edit: 22 Return to provider (Modifier 4)
Edit: 41 Return to provider

12345 Description goes here
Modifiers: 21 50 34 32 11 Revenue code: 321

Units of service: 1234567 Charges: 1500.00 Date: 07/01/2000
Action flag: 1 ‘Service indicator: S Pay indicator: 1
HCPCS APC: 00155 Payment APC: 00155

Edit: 08 Return to provider

Claim denied, suspended or returned to provider with both post-payment and
pre-payment edits.

Figure 3-1 Sample output report
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Output report fields  The fields on the output report are described in table 3-1.

Table 3-1 Output report fields

Name 5 A Description
Patient name Data that was entered on input window. Please see table 2-1 on page 2.5
Medical record number for descriptions of these fields.

Date of service: From
Date of service: Through
‘Birth date

Age in years

Sex

Type of bill

Condition codes

NPI provider number
OSCAR provider number
Diagnoses
Procedures

Modifiers

Revenue code

Units of service

Line item charges (Charge)
Service date (Date)

Line item action flag

Service indicator Values are:

S - Significant procedure not subject to multiple procedure discounting
T - Significant procedure subject to multiple procedure discounting
V - Medical visit to clinic or emergency department

X - Ancillary service

P - Partial hospitalization service

N - Packaged incidental service

A - Services not paid under OPPS

C - Inpatient procedure

E - Non-allowed item or service

F - Comeal tissue acquisition

G - Current drug or biological pass-through

H - Device pass-through

J - New drug or new biological pass-through
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Table 3-1 Output report fields (Continued)

Name

Description

Pay indicator

Payment indicator. Values are: ”

1 - Paid standard hospital OPPS amount

2 - Services not paid under OPPS

3 - Not paid

4 - Paid at reasonable cost

5 - Additional payment for current drug or blologlcal

6 - Additional payment for device

7 - Additional payment for new drug or new biological

8 - Paid partial hospitalization per diem

9 - No addtional payment; payment included in line items with APCs

HCPCS APC The APC assigned to the procedure. See appendix B for a list of APCs
and descriptions.

Payment APC The APC assigned to the payment See appendlx B for a list of APCs and
descriptions.

Edit The edit number and disposition generated by the diagnosis or procedure.

See "Edits and dispositions" on page 3.8 for more information.

Overall claim disposition
statement

Because it is possible for a claim to have one or more edits in all disposi-
tions, the program assigns an overall disposition to the claim. Values are:

0 No edits are present on the claim.
1  The only edits present are for line item denial or rejection.

2 The claim is for multiple days with one or more days denied or
rejected.

3 The claim is denied, rejected, suspended or returned to provider, or
single day claim with all line items denied or rejected, with only
post-payment edits. ‘

4  The claim is denied, rejected, suspended or returned to provider, or
single day claim with all line items denied or rejected, with only pre-
payment edits.

5 Theclaim is denied, suspended or returned to provider, or single day
claim with all line items denied or rejected, with both post- and pre-
payment edits.
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Menu items

Table 3-2 summarizes the menu items available from the output report

window.

Table 3-2 Menu items

Menu Item Function
File Print Prints the output report.

Save As... Opens the Save As dialog box so
that you can save the currently dis-
played output report as a text file.

Exit Closes the output report window.

Edit Copy Copies the selected text and
moves it to the clipboard.

Select All Selects the entire output report.
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Edits and dispositions

Each edit generated for a diagnosis or procedure (i.e., line item) on a

claim is associated with a disposition. Table 3-3 lists each edit in the

program along with its disposition. An explanation for each of the dis-
positions is provided in table 3-4. (For information on what conditions
(when present) will generate an edit, see chapter 4.)

Table 3-3 Program edits

Edit Disposition

1. Invalid diagnosis Claim returned to provider
2. Diagnosis and age conflict Claim returned to provider
3. Diagnosis and sex conflict Claim returned to provider
4. (Not used at present.)

5. E-code as reason for visit Claim returned to provider
6. Invalid procedure code Claim returned to provider
7. Procedure and age conflict? Claim returned to provider
8. Procedure and sex conflict Claim returned to provider
9. Non-covered service Line item denial

10. Non-covered service submitted for verification of denial (condition
code 21)

Claim denial

11. Non-covered service submitted for FI review (condition code 20)

Claim suspension

12. Questionable covered service

Claim suspension

13. Additional payment for services not provided by Medicare

Line item rejection

14, Code indicates a site of service not included in OPPS

Claim returned to provider

15. Service unit out of range for procedureb

Claim returned to provider

16. Multiple bilateral procedures without modifier 50

Claim returned to provider

17. Inappropriate specification of bilateral procedure

Line item rejection

18. Inpatient procedure

Line item denial®

19. Mutually exclusive procedure that is not allowed even if appropriate
modifier is present

Line item rejection

20. Component of a comprehensive procedure that is not allowed even if ap-

propriate modifier is present

Line item rejection

21. Medical visit on same day as atype T or S procedure without modifier 25

Line item rejection

3.8 OCE with APC Saftware



Table 3-3 Program edits (Continued)

Edit Disposition
22. Invalid modifier Claim returned to provider
23.Invalid date _ Claim returned to provider
24, Date out of OCE range : Claim suspension
25. Invalid age : Claim returned to provider
26. Invalid sex Claim returned to provider
27. Only incidental services reported ‘ ‘ : Claim returned to provider

28. Code not recognized by Medicare; alternate code for same service availablel Claim returned to provider

29. Partial hospitalization service for non-mental health diagnosis Claim returned to provider
30. Insufficient services on day of partial hospitalization ' Claim Suspension
31. Partial hospitalization on same day as ECT or type T procedure Claim suspension

32. Partial hospitalization claim spans 3 or less days with insufficient ser- | Claim suspension
vices, or ECT or significant procedure on at least one of the days

33. Partial hospitalization claim spans more than 3 days with insufficient Claim suspension
number of days having mental health services

34. Partial hospitalization claim spans more than 3 days with insufficient Claim suspension
number of days meeting partial hospitalization criteria

35. Only activity therapy and/or occupational therapy services provided Claim returned to provider

36. Extensive mental health services provided on day of ECT or significant | Claim suspension
procedure

37. Terminated bilateral procedure or terminated procedure with units Claim returned to provider
greater than one ‘

38. Inconsistency between implanted device and implantation procedure Claim returned to provider

39. Mutually exclusive procedure that would be allowed if appropriaté Line item rejection
modifier were present

40. Component of a comprehensive procedure that would be allowed if ap- | Line item rejection
propriate modifier were present

41. Invalid revenue code Claim returned to provider

42. Multiple medical visits on same day with same revenue code without Line item rejection
condition code GO ‘

a. Currently not used.
b. Units for all line items with the same HCPCS code are added together when applying this edit.
c. This edit causes all other line items on the same day to be denied.
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Edit dispositions

The meaning of each disposition is described in table 3-4.

Table 3-4 Edit dispositions

Disposition

Explanation

Claim rejection

The provider can correct and resubmit
the claim but cannot appeal the rejection.

Claim denial

The provider can not resubmit the claim
but can appeal the denial.

Claim return to provider
(RTP)

The provider can resubmit the claim
once the problems are corrected.

. Claim suspension

The claim1is not returned to the provider,
but it is not processed for payment until

‘the fiscal intermediary makes a determi-

nation or obtains further information.

Line item rejection

The claim can be processed for payment
with some line items rejected for pay-

ment (i.e., the line item can be corrected
and resubmitted but cannot be appealed).

Line item denial

The claim can be processed for payment
with some line items denied for payment
(i.e., the line item can not be resubmitted
but can be appealed).
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Chapter 4

Program edits

THIS CHAPTER DESCRIBES the condition(s) which, when
present, will generate an edit in the program. See chapter 3 for general
program output information, including all edit dispositions and the
overall claim disposition. |

Table 4-1 Edit summary

Edit Generated when...
1. Invalid diagnosis code Diagnosis code is not found in the diagnosis table for the selected version of
the program.
2. Diagnosis and age conflict Diagnosis code includes an age range, and age is outside that range.
3. Diagnosis and sex conflict Diagnosis code includes sex designation, and sex does not match.
4. (Not used at present.)
5. E-coﬂe as reason for visit First letter of the first listed diagnosis code is an E.
6. Invalid procedure code . |HCPCS code is not found in the HCPCS table for the selected OCE version.
7. Procedure and age conflict? Procedure code includes an age range, and age is outside that range.
8. Procedure and sex conflict Procedure code includes sex designation, and sex does not match.
9. Non-covered service Non covered service indicator is on for this procedure code.
10. Non-covered service submitted for |Non covered service indicator is on for this procedure code.
~ verification of denial (condition  |—and—
code 21) Any condition code is 21.

Program edits 4.3



Table 4-1 Edit summary (Continued)

lateral procedure

Edit Generated when...
11. Non-covered service submitted for [Non covered service indicator is on for this procedure code.
FI review (condition code 20) —and—
Any condition code is 20.
12. Questionable covered service Questionable covered service indicator is on for this procedure code.
13. Additional payment for services |Service not paid by Medicare indicator is on for this procedure code.
not provided by Medicare
14. Code indicates a site of service not |Not included in OPPS indicator is on for this procedure code.
included in OPPS
15. Service unit out of range for proce- | UnitModifiers 59,76,77, or 91 are not present.
dure ‘ —and—
Sum of the service units for all line items with the same procedure code ex-
ceeds the maximum allowed for this procedure.
Note: All line items with the procedure code will have this edit included in
their procedure edit return buffer.
16. Multiple bilateral procedures with-|The bilateral procedure indicator ConditionalBilateral or IndependentBilat-
out modifier 50 eral is on for multiple procedure codes.
—and—
The same bilateral procedure code occurs two or more times on the same ser-
vice date, all without a modifier 50.°
Note: Edit is applied to all relevant procedure lines.
17. Inappropriate specification of bi- |(A)

The bilateral procedure indicator ConditionalBilateral or IndependentBilat-
eral is on for multiple procedure codes.
—and—
The same bilateral procedure code occurs two or more times on the same ser-
vice date, all codes with a modifier 50.2

—or—
The same bilateral procedure code occurs two or more times on the same ser-
vice date, some codes with a modifier 50 and some without.?

Note: Editis applied to all relevant bilateral procedure lines except one with
a modifier 50.

(B)
The same bilateral procedure code occurs two or more times on the same ser-
vice date, and the code indicator InherentBilateral is on.

Note: Edit is applied to all relevant bilateral procedure lines except one.
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